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REPORT SUPPLEMENT: -e.... 

GAO COMMEZTS ON THE DEPARTMENT OF ENERGY'S --.- ---I.. .-1..1-- 

REPLY TO THE GAO REPORT ENTITLED "BETTER --.......- -.-- 

OVERSIGHT NEEDED FOR SAFETY AND HEALTH 

ACTIVITIES AT DOE'S NUCLEAR FACILITIES" -- 

This supplement to the report entitled "Better Oversight 
Needed for Safety and Health Activities at DOE's Nuclear Facili- 
ties" (END-81-108, Aug. 4, 1981) contains the Department of 
Energy's (DOE's) comments on that report as well as our evalua- 
tion of those comments. This supplement should be considered 
as an integral part of the issued report. 

It is our normal policy to solicit and obtain DOE comments 
on drafts of reports concerning DOE activities. In this case, 
however, the requestor, Representative Patricia Schroeder, 
specifically asked that we not obtain DOE's comments. Subse- 
quent to report issuance, DOE commented on the report. 

Overall, DOE disagreed with most aspects of our report. 
DOE stated that we failed to understand its basic safety phi- 
losophy, failed to adequately emphasize its safety record, and 
presented misleading information. DOE also strongly disagreed 
with our suggestion that the *Congress authorize the Nuclear 
Regulatory Commission to assist DOE in conducting safety reviews 
of its facilities. 

DOE did not directly address many of the major issues covered 
in the report and often concentrated on peripheral concerns. Our 
report did mention DOE's safety record, and the examples contained 
in the report-- which DOE claims are misleading--are supported by 
information provided by DOE. These, however, are not the ma3or 
issues. Our major concern is that DOE's health and safety group 
lacks the authority and independence to ensure that safety and 
health standards and regulations are enforced. Thus, its program 
is not operating in a manner which will minimize the potential 
for future accidents. 

DOE's comments provide no basis for changing any of our 
positions or recommendations. These positions, for the most part, 
are also supported by DOE's own reactor safety study. We are 
responding to DOE's comments because DOE did not address the 
primary issues discussed in our report, disagreed with many of 
our recommendations, and has given no indication that it will 



further consider those recommendations. We hope that DOE 
reconsiders its position and takes action to improve its 
safety and health program. 

Copies of this supplemental report are being sent to 
Representative Patricia Schroeder, other interested Members of 
Congress i cognizant committee and subcommittee chairmen; the 
Secretary of Energy: and the Chairman, Nuclear Regulatory 
Commission. 
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COMPTROLLER GENERAL'S 
REPORT TO THE CONGRESS 

BETTER OVERSIGHT NEEDED FOR 
SAFETY AND HEALTH ACTIVITIES 
AT DOE'S NUCLEAR FACILITIES 

DIGEST -e---m 

The Department of Energy (DOE) owns facilities 
for producing and processing special nuclear and 
radioactive material, developing and operating 
research reactors, producing nuclear reactor 
fuel, developing and fabricating nuclear explo- 
sives, managing nuclear wastes, and performing 
research. Operating these facilities involves 
some risk of worker injury or death from mechani- 
cal operations and industrial hazards--much the 
same as many other industries do--and from using 
toxic chemicals and handling radioactive materials. 
DOE's nuclear facilities, which are operated 
for DOE by contractors, are exempt from Nuclear 
Regulatory Commission and Occupational Safety 
and Health Administration safety and health 
regulation and oversight. lJ Although DOE has 
historically had a good safety record, in terms 
of occupational injuries and radiation exposures, 
in the absence of such outside regulation and 
oversight, it becomes imperative that DOE 
maintain an aggressive program of monitoring 
and oversight to identify safety and health 
program weaknesses and prevent accidents. 
DOE has established a safety and health over- 
sight program to provide independent, objective 
oversight of DOE's nuclear facilities; however, 
the organizational structure of its program in- 
hibits independence and objectivity. 

Representative Patricia Schroeder requested 
that GAO determine if the Nuclear Regulatory 
Commission or some other form of regulation 
would be preferable to the DOE oversight pro- 
gram currently in existence for safety and 
health matters at DOE's nuclear facilities. 
To determine what arrangement would provide 

tear Sheet 

l-/Section 202 of the Energy Reorganization 
Act of 1974 provides an exception to this 
exclusion. The Nuclear Regulatory Commis- 
sion has specific authority to license cer- 
tain commercial and long-term, high-level 
radioactive waste storage activities. 
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the best safety and health oversight for these 
facilities, GAO reviewed the four functional 
program areas (occupational safety;emergency 
preparedness, facility design safety, and en- 
vironmental monitoring) and sought to answer 
the following questions: 

-1s DOE’s program adequate to assure the 
employees at DOE’s nuclear facilities are 
provided with safe and healthful working 
conditions? The short answer is “NO.” 
DOE needs to (1) improve its handling of 
employee complaints and safety and health 
violations and (2) develop a system for 
focusing oversight activities on high-risk 
hazards. GAO recommends that DOE take such 
action. (See pp. 6 to 13.) 

--Is DOE providing adequate emergency pre- 
paredness guidance and assuring that DOE 
facilities are prepared to respond to nu- 
clear accidents? The short answer is “No.” 
DOE has provided limited guidance in this 
area. Overall, DOE does not know the 
status of the emergency preparedness pro- 
grams at its facilities and needs to update 
their emergency preparedness to the post 
Three Mile Island state-of-the-art. GAO 
recommends actions to correct these, as 
well as several other, aspects of DOE’s 
emergency preparedness program. ( See 
pp. 14 to 27.) 

--What actions is DOE taking to assure that 
its older facilities meet current safety 
criteria and standards? The short answer 
is “Very limited, if any.” DOE’s safety 
analysis program, designed to provide such 
assurance, receives relatively low priority 
and, as such, DOE is not aware of the level 
of design safety at many nuclear facilities. 
GAO recommends that DOE take several actions 
to expedite completion of safety reviews 
for all nuclear facilities. (See pp. 28 to 
35.) 

--How does DOE assure itself that information 
concerning radiological releases from DOE’s 
nuclear facilities is accurate and reliable? 
GAO’s answer is that DOE has little assurance. 
DOE currently relies heavily on data supplied 
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by its operating contractors. DOE needs to 
(1) provide guidance to the contractors to 
tissure monitoring uniformity and (2) use 
independent monitoring data to verify data 
reported by the operating contractors. 
W0 reccrnmends that DOE take such action. 
(See pp. 36 to 40.) 

ALTERNATIVES FOR SAFETY AND _--- _..._ -....- -~_ 
BEALTH OVERSIGHT AT DOE'S - I- -w-"----N- . ..-- 
NUCLEAR FACILITIES -.--- 

The specific problems noted in DOE's 
occupational safety, emergency preparedness, 
facility design safety, and environmental 
monitoring programs warrant immediate corrective 
action. Some of these problems can be corrected 
by improved management techniques and a greater 
awareness of safety and health oversight. 
However, the underlying organization problems-- 
a lack of headquarters authority and the 
decentralized nature of the program--may be 
the more serious problems over the long term. 

GAO believes that several alternatives exist 
for improving the oversight at DOE's nuclear 
facilities. These range from reorganizing the 
entire safety and health function within DOE to 
having outside agencies provide safety and health 
oversight. Between these extremes lie various 
forms of cooperative oversight involving DOE and 
outside, independent agencies. 

Each alternative has its own particular advan- 
tages and disadvantages. For example, an 
alternative advocating independent regulation 
of DOE's nuclear facilities by an outside agency 
would provide the surest increase in program in- 
dependence and uniformity, and in the public's 
confidence that DOE's facilities are safely 
operated. Practical concerns, however--such 
as classification and access to nuclear weapons 
plants --mitigate the desirability of this 
alternative at this time. 

Another alternative involves the reorganization 
of the safety and health organization within DOE. 
This alternative is very practical and does have 
potential for achieving the desired program 
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qualities. This alternative would also reduce 
safety and health competition with program of- 
fices and the safety and health organization 
would have the authority to mandate adherence 
to policy and standards. GAO, therefore, 
recommends that the Secretary of Energy 
elevate the oversight aspects of the head- 
quarters safety and health organization to re- 
port, as a staff function, to DOE’s Under 
Secretary. 

Major changes are also required in the field/ 
headquarters relationship. The current 
organization offers great potential for conflict 
between programmatic and safety and health 
activities. To increase program uniformity and 
to isolate field safety and health staff from 
program activities, DOE should reorganize those 
field organizations involved in safety and 
health oversight to report directly, and 
exclusively, to the elevated safety and health 
organization at headquarters. (See pp. 41 to 46.) 

In response to a high-level DOE study of safety 
at DOE’s nuclear reactors, DOE has plans for es- 
tablishing a separate reactor safety organization. 
This organization, however, will be established at 
the same level as the existing safety and health 

GAO believes that this organization will 
k~“~f~~ie to enhance the independence or authority 
of DOE’s safety and health oversight program. 

MATTERS FOR CONSIDERATION 
BY THE CONGRESS 

Most of the problems noted during GAG’s review 
can be corrected by reorganizing DOE’s safety 
and health program and by implementing specific 
corrective action. One situation noted does not 
appear to be correctable by these actions, but 
does seem to be more suited to a cooperative 
arrangement between the Nuclear Regulatory Commis- 
sion and DOE. In the past, DOE’s efforts in 
ensuring the safety of its facilities have not 
been adequate. Of particular concern are those 
cases where safety analysis reviews have been 
conducted, but have failed to identify hazards 
which exist at the facility. A lack of 
technical expertise by DOE safety and health 
staff, acknowledged by DOE officials, may have 



contributed to the incompleteness of these 
reviews. As a result, GAO believes that con- 
sideration should be given for an independent 
technical review of DOE's safety analysis 
program for nuclear facilities. Although 
such a review will undoubtedly involve the 
commitment of additional staff and resources, 
GAO believes that the Congress should consider 
legislation to require the Nuclear Regulatory 
Commission to review and evaluate a number and 
variety of DOE's nuclear facilities and proc- 
esses, including detailed review of plant 
operations, the contractor!s safety analysis 
methodology and report, and actions taken to 
mitigate hazards. This evaluation should also 
examine the adequacy of DOE's review of the 
safety analysis document. The Commission should 
report to the Congress on the results of its 
review and evaluation within 1 year. (See pp* 
45 and 46.) Suggested legislative language to 
implement this program appears as appendix I 
of this report. 

As requested by Congresswoman Schroeder, GAO 
did not forward a copy of this report to DOE, 
the Occupational Safety and Health Adminis- 
tration, the Federal Emergency Management Agency, 
or the Nuclear Regulatory Commission for review 
and comment. The facts presented in this report 
were, however, discussed with DOE officials. 
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CHAPTER 1 

GAO"S ANALYSIS AND RESPONSE TO THE, -I- - 

DEPARTMENT OF ENERGY'S COMMENTS -- 

On October 5, 1981, DOE responded to our report. This 
chapter presents our analysis of and response to DOE's general 
comments as well as to DOE's specific comments on each chapter 
of our report. 

Generally, we find DOE's comments to be unresponsive to our 
report. Although DGE disagreed with most of our report, it did 
not directly address many of the major issues and often concen- 
trated on peripheral concerns. In some cases, DOE's response is 
misleading or in direct contradiction to information we obtained 
from DOE during our review. Also of major concern is that DOE 
appears to be unwilling to accept that problems exist despite 
criticism from our report and from its own interhal study. 

DISCUSSION OF DOE'S 
OVERALL COMMENTS _-,,,- 

DOE's overall comments focused primarily on two items. The 
first was that we did not understand DOE's basic safety and health 
philosophy and organization. The second major point was that 
our report did not recognize the excellent safety record at DOE's 
nuclear facilities. However, as discussed below and in our report, 
we did understand and agree with DOE's basic safety philosophy. 
Also, our report recognized the Department's safety record in a 
number of instances. However, neither of DOE's comments address 
the real issue in question-- whether or not the Department adequately 
regulates its facilities to ensure that safety and health standards 
and regulations are enforced. 

POE's safety and health 
ph.J..losophy and organization 

DOE stated that the basic prsmise of our report was that DOE's 
organizational structure inhibits independence and objectivity and 
ithat our report failed to understand DOE's safety and health phi- 
losophy. DOE reiterated its view that safety and health is the 
responsibility of operating contractors and program managers. 
'DOE also explained that the promulgation of policy on safety and 
health is the responsibility of the Assistant Secretary for En- 
~vironmental Protection, Safety, and Emergency Preparedness. 

Pages 2 and 3 of our report explained DOE's philosophy--one 
with which we basically agree, except it does not go far enough. 
We agree that day-to-day safety in the workplace is the responsi- 
bility of the operating contractor and that program managers must 
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c 0 x-1 B t a 11 t 1 y k "1 c! iT.w iA 1:" (3 (:,) :I(; ~:r~iEety and health considerations II However, 
DOE ' 8 safety c2nd h4caIt:,,h ,pe,rf3on,ne3. located at headquarters and 
field offices lack the authority anal independence to effectively 
carry out an i.ntl.(~~~errtle?u,l,t:. regulatory and oversight function. This 
functI.on shou.1 d have t.hc authority and independence to enforce 
safety aml henltlr. reyuhtior~s and standards . The Congress saw 
the need for 1:.hi 3tlj ~.ut'horl ty and independence in the commercial 
nuclear inctuet: ry and n.*ecponded by creating the Nuclear Regulatory 
Commitssiun (NRC) s 

At: WE headquarters I‘ sMety and health personnel lack the 
authority an<j. i~rrle~:>erri~c;r~~~.re to ensure implementation of safety and 
health standartls and reyuirements. A recent DOE reorganization 
of the safety and hcal.t& program has done little to improve that 
Irirituation. ?'he O~~erational and Environmental Safety Division-- 
responsible for safety and health protection at all DOE facilities 
except nuclea:uc reac:t.orEi---" reports to the Assistant.Secretary for 
Environmental. Protectiorr, Safety, and Emergency Preparedness 
through several organization layers. This Division is buried 
too low 0rganlzat:icmall.y to be effective. DOE's reorganization 
elevated one segment of the Division-- the nuclear reactor safety 
9 r0lJIp ----to report to the Assistant Secretary. This move did not 
substantially alter 'the authority or independence of the program. 
Safety and health matters which affect DOE's program offices must 
still receive the concurrence of those offices. If the program 
office does not oonc::urli a lengthy negotiation process results. 
For example, conflict8 caused by the need to obtain the concur- 
rence of program Assistant Secretaries have delayed issuance of 
advisory safety orders by a8 long as 4 years. 

In addi."tiorl, MX"s safety and health personnel located at 
field offices do not have the independence to effectively pro- 
vide safety and 'he;3lth regulation for DOE ' s nuclear operations. 
At. Etxne I c:rc:at. iorls t safety and health field staff report to field 
office personnel with direct responsibility for production. 
This situation presents the opportunity for a conflict of in- 
terelrPt between safety and production. Even in field locations 
where safety and health personnel report directly to the field 
office manager, the manager: is ultimately responsible for pro- 
duc'rtlion l Thus, h~~auae production goals often c;onflict with 
safet,y and hea 1lr.h ohjt*ct.ives) independence is lacking. 

We believe DOE should establish a high-level, NRC-type, 
safety and health group to ensure the consistent implementation 
of sakety and health regulations and standards . We believe this 
group should report as a staff function to DOE's Under Secretary. 
This ar:rangement wcul~l be similar to the organizational management 



used by the former Atomic Energy Commission (AEC), where the 
safety and health group reported directly to the General 
Manager (roughly equivalent to DOE's Under Secretary). This 
organizati,ona% arrangement appears to have provided the au- 
thority and independence DOE's current program lacks. 

In addition, field safety and health oversight personnel 
should report directly to the headquarters safety and health 
g.roup . This arrangement in no way relieves the operating con- 
tractors or program managers from responsibility for day-to-day 
safety and health matters, but would provide a better framework 
for ensuring that those managers and contractors uniformly en- 
force safety and health standards and requirements. 

DOE'.,i safety record -_-__ l----l"_----l *, ,_--.".-_-- 

As part of its overall comments, DOE also stated that our 
report failed to adequately recognize DOE's exceilent safety and 
health record. As noted in our report (pages i, 3, 6, 36, and 411, 
DOE does indeed have a safety and health record equal to or better 
than most industries'. A good safety record is, however, no 
reason to be complacent, 
fn the commercial sector, 

particularly in th:d nuclear industry. 
the Three Mile Islan'd accident demon- 

! 
trated that the lack of prior accidents does not necessarily 
ndieate an excellent safety program. In that incident, the 

$afety practices and procedures actually contributed to the 
problem. During our review of DOE's safety and health program, 
we noted inadequate safety and health policies and procedures 
which give us cause for similar concern. 

DISCUSSrON OF CHAPTER 2: . ..a-_ _I... ".:. -__- ---_",--"--- 
OVERSIGHT OF WORKER PROTECTION ---"--..". .--. _--__I _(_l-l*_- 
NEEDS TO DE INCREASED --- m.,...m-l----,* -. I - --""- --.-..--_ -..-.- 

Our report often compared the Occupational Safety and Health 
Administration's (OSEIA's) programs with DOE's program. DOE, com- 
menting on that comparison, stated that 

"The GAO report states at page 12, 'We perceive no 
difference between the level of safety which should 
be provided for workers in private industries and 
DOE nuclear facilities.' DOE agrees with this point, 
but the report fails to note, as indicated earlier, 
that the protection afforded DOE contractor employees 
(as reflected in the available performance data) far 
exceeds that of private industry." , 
DOE agreed that workers at its nuclear facilities should 

be afforded the same degree of protection provided for workers 
'n private industry. We disagree, however, that protection 

rovided DOE contractor employees far exceeds that of private 



I n r eg a r-t3 '1 0 our r" e v :i.. ew D s C:": 1:" i t i (I: ; s m of DOE's handling of 
employee conr,>l.aints * 1KN ?rcituted 

"The GMJ report sn,~k~.t~li ~;Y:.eit.ek~x at page 6, 'DOE needs to 
( 1 ) be more ~"lt38jl>(.)r~1)";i."~lr~l? to employee complaints which 
may identify serious sil Fe~t~~~ and health hazards; (2) 
treat safety or health violations in a more formal, 
uniform manner, includ i.ng posting citations, setting 
time limits on. co:trrcc?ct.i~we actions and following up to 
ensure prompt correction; ;~,rad ( 3 1 systematically make 
use of avaiIlah1 c inftrrra:mation to ensure that the most, 
serious hasardr; are identified and elim,inated before 
injury or exposure occurs*' In terms of the first 
two points, DOE Order 5483 .l establishes requirements 
for the irrventlg;xt~."~,~..,r! and response to complaints by DOE 
officials. T'h i 9 order clearly points out the require- 
ments for posting violations, establishing abatement 
dates ) assuring that corrective actions have been taken 
and handling ' immj.nent danger ' situations . We do not 
believe that additional delineation of classes of 
violations zucn as 'serious or 'other' is necessary 
to achieve more timely abat.ement of hazards, because 
the Field Office Managers already have the flexibility 
to assure such t.iw.meliness via other modes as discussed 
above. DOE agreea that sy6temati.c use of information 
is required and is currently upgrading a computerized 
Accident and Incident. Reporting System in d:rder better 
to analyze workplace: hazard information and to priori- 
tize future safety and health oversight activities 
based on the results of that analysis." 

DOE:'8 plans Co ;implement a systematic hazard identification 
procedure are commendable; however, we are concerned that DOE 
still does not recognize major problems in its handling of com- 
plaints and safety and heal,th violations. DOE Order 5483.1 
clearly points out DOE's requirements for investigating and re- 
sponding, to employee complaint,s. This order prgvides a process 
which is equal to the complaint process for private industry's 
emplcryees a Elowever # our report and a prior GAO report L/ seriously 
question the adequac:y (>f the order's implementation. The examples 
discussed ~~lrn pages 111 i.intl 12 of this supplement demonstrate prob- 
lems in hand1 ing comp.I ainta a, 

L/"Department of Kneryy " s Safety and Health Program for Enrichment 
Plant Workers 1s Plot Ad~~~uately Implemented," EMD-80-78, July 11, 
1.980 . 



DOE order 540333.1 also states requirements for handling 
safety and health violations. These requirements provide general 
guidance and permit a large degree of flexibility in implementa- 
tion. Flexibility is a, desirable characteristic in some cases. 
However, in this instance the "flexible" nature of the order 
and its lack of stringent requirements has created an environ- 
ment where safety and health violations are being handled im- 
pr0p62tTly. Abatement dates are not being established, and DOE 
employees are not ensuring that abatement actions have been 
taken. We bel.ieve that more explicit del.ineation of proce- 
duree must be taken to ensure employee safety and health pro- 
tection. 

DOE also disagreed with the words we used to describe 
the program priorities established by OSHA. DOE stated that 

"The GAO report states at page 6, 'In the 
private eector, OSHA gives employee com- 
plaints high priority among their activities, 
secondary only to imminent danger investiga- 
tions and investigations of catastrophic or 
fatal accidents.' This statement is somewhat 
misleading in that it does not clearly point 
out the fact that OSHA has four priority levels 
for inspections, and that complaint investiga- 
tions are assigned priority #3, which does not 
appear to be 'high' on the priority list. The 
OSHA inspection priorities, as prescribed by 
OSHA's compliance operations manual, are the 
following: 

First - Imminent Danger 
Second - Fatality/Catastrophe Investigations 
Third - Investigation of Complaints 
Fourth - Regional Programmed Inspections" 

DOE's point in this instance is not clear. Our report 
clearly stated that employee complaints receive high priority 
at OSIIA but are of lower priority than imminent danger and fatal 
ior catastrophic injury accident investigations. OSHA employee 
bornplaint investigations are considered important enough to 
~currently warrant allocation of over 60 percent of the work- 
load (although in some years they accounted for more than 75 
percent of the workload). Regional programmed inspections 
were not mentioned in our report, but are the lowest priority 
and comprise a considerably smaller percent of OSHA's workload. 

DOE further commented to the effect that we did not under- 
stand its complaint program: 



"As pointed out in the CW report at page 6, DOE 
onco'l,lragf?s complainantG to attempt initial resolution 
of ‘t1xei.r’ comh7laints wi t’h their employers. In this 
situation, QSHA si,mi larly attempts to encourage em- 
yloyeec; to reselvo thei,r safety and health complaints 
wi.th their employers. nn important point to note is 
that DOE procedures allow DOE contractor employees 
the option of filing complaints directly with the 
Department of Energy I " 

We recognize that in both DOE and OSHA, initial complaint 
resolution lies with ,t:he operating contractor. This is where 
the similarity ends. If an employee in private industry is not 
satisfied with the employer's complaint resolution, OSXIA in- 
vestigates. As first discussed in our report entitled "Depart- 
ment of Eneryy"n Safety and Health Program for Enrichment Plant 
Workers Is Not Adequately Implemented" (see footnote on p. 9) 
and further confirmed in this report, DOE often relies exclu- 
sively on tl~e contractor for resolution of complaints sent to 
DOE. I30E does not always investigate the complaints and does 
not ensure correction of the problem. This is particularly 
critical where an employee submits a complaint to DOE because 
the employee has not obtained satisfaction from within the 
company or because the employee desires anonymity. 

DOE also cited two examples which it believed to be 
inaccurate and/or ta'~en out of context. DOE wrote 

"The two specific exarqJleS given of complaint 
resolution problems at the Rocky Flats Plant 
cited by GAO at page 7 contain erroneous in- 
formation. In both cases DOE did investigate 
the complaints and determined that there were 
no serious hazards. Additionally, in the 
second exam,pLe where supposedly there were 14 
contaminated air incidents (alarms) in about 
5 days, GAO failed to point out that in 13 
of these alleged incidents, the radiation 
concentration guidelines were not in fact ex- 
ceeded and in the remaining one it is question- 
able whether in fact the guidelines were ex- 
ceeded. GAO al.au failed to mention that sub- 
sequent to these incidents, it was discovered 
that an employee ha.d intentionally caused m&t 
or all of the false aLarms in the air monitoring 
equipment. The emy~loyee was given a 30-day 
suspt'rrsion and remcrved Srom plutonium areas for 
1 year." 

We find no basis in 1XIE's comments to question the facts 
presented in our rcl~rt * Our information was obtained directly 
from the responsible sa %"c>ty and health officials. In the first 
example an empl.oyee tooted an improperly installed filter on 
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i.l ‘J 1 <>v 62 1.r 0 x I 'L'1lcr c;r'L~j+lcye~ei reported this to his supervisor. 
'1'11r t'("'J clays 1;:1t:c:r , the area around the glove box was checked and 
f(.iunc.l to be c:cxit"ilnrirkated . i.K1E did investigate this incident ---.._~ 
t'~I;ltli fULlIl<L an i.llLEJrQ~Jer1y insta 11 ed filter. Respirator protection 
was ~~rc~r;eri~~c.d, anal the affected arca b,as shut down. DOE did 
x IO> 't , howover, invcstigato the cmploycc's complaint, which was .-- 
ii f:aI[' hic,J,r:c se:?ric)us pxob.Lem. The employee alleged that his 
tiuI~(J’rvi scJr %i I,,, 1 owed kiazardc>ucs conditions to exist for 3 days 
to awo.i(l a tlisrupticn to llroduction. 

1. I-1 t.11 e seccnd example, a complaint was filed alleging that 
workers' LJerforming certain glove box operations were--in 14 cases-- 
ex~;osed to air corltaminilted with radioactivity in excess of allow- 
able standards I As stated in our report, according to the re- 
sponsiE3lf;: safety and health officials, DOE did not investigate 
this com~)laint. Instead, DOE relied on an investigation con- 
ductcd by the operating contractor which found that two of the 
incidents were false a13rms. DOE informed us that because the 
2 inoidcnts were false alarms, the other 12 were probably also 
false alarms. We do not believe DOE can or should rely on the 
false alarm theory to explain all 14 contaminated air incidents-- 
esl>ecially without an investigation to determine the origin of the 
remaining 12 incidents . 

DOti commented on another example used in the report, 
'stating that. 

"Irk the case of tile inoperable sump alarm 
problem at DOE's Richland Operations Office, 
described on page 10 of the GAO report, DOE's 
system for tracking and following up on in- 
spection deficiencies was not adequate at 
that time and may have contributed to ,the 
overall delay in corrective action. This 
system has been improved to assure that similar 
prol~lerns do not recur. Also, in the case of the 
asbestos concern at Richland, we know of no in- 
stances of employee exposure to asbestos in ex- 
cess of standards. In the November 1900 example, 
the ilnnford Environmental Health Foundation 
report was in error and has subsequently been 
revised. All employees were wearing * * * ap- 
appwovc;d respirators at that time. ” 

1XJE's actions to improve its system for tracking and 
'f1ollowinq up on inspection deficiencies are commendable. We 
xre still, however, concerned about the asbestos problem. As 
statc?d in our repart, DCIE has net conducted a comprehensive 
review of operations involving asbestos. It is not unusual, 
t'1lereforc, that DOI:: is not aware of any excessive exposures 
to asbc.?st0s I 7'11 i s was exactly the point of that section of 



our report-- that DOE is unaware of many safety and ‘health 
hAzardfs, in this calf! asbestos. In addition, we were concerned 
with lX11fZ's statement that the Hanford Environmental Health 
Foundation‘s report had been found to be in error and was re- 
vised. T'he original 1980 report stated that two workers were 
exposed to airborne concentrations of asbestos in excess of 
10 to 20 time8 the DOE allowable standard. One worker wore a 
dliwposahle respirator-- inadequate for proper protection in 
this type of work-- during the entire operation. The other 
wore il similar respirator part of the time and an adequate 
respirator for the remainder of the time. In addition the 
report. also stated that the use of respiratory protection 
Yhould be relied upon only if engineering controls or changes 
in work practices are not practical. The firm recommended 
specific changes to the work practices to reduce the workers' 
exposures to asbestos. We discussed DOE's statement with the 
author of the original report. He confirmed that errors had 
been found and the report had been revised. However, he 
stated that the changes made were to correct typographical 
errors and provide additional, more detailed, information. He 
further stated that none of the information contained in the 
report concerning the respirators or the dosage levels was 
altered. We believe DOEIs response to this example is quite 
misleading. An upcoming GAO review of DOE's actions to correct 
problems in its safety program will include a detailed review 
of the asbestos situation at Richland. 

Our report noted that DOE handled many violations in an 
ext.remely casual manner. We recommended that DOE formally estab- 
lish cl.asses of violations based on danger to employees as well 
as establish requirements for posting violations, establishing 
abatement time frames, and ensuring abatement actions. DOE 
commented 

"Violations of standards noted on non-inspection 
visits to contractor facilities are not necessarilv 
handled 'informally' as the GAO report suggests on 
page 10. For example, violations noted during ap- 
praisals are usually noted in the report or handled 
by separate correspondence with the contractor. Ir- 
respective of the mode of notification--inspection, 
appraisal or other correspondence--abatement actions 
are'reyuired to be taken by the contractor,'and a 
fo.llow-up of significant violations is conducted by 

1)OE l ” [Underscoring supplied.] 

We realize that violations of standards noted on non-inspection 
visits are not alwax handled informally. Our objection is to any 
case where violx%ns were treated informally. Despite DOE's 
stated requirements for abatement action and follow-up, such in- 
formal treatment has resulted in documented cases of not posting 
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violations or ensuriny abatement. The sump alarm example on 
pages 12 and 13 of our report is a graphic illustration of repeat- 
e'dly handling a violation informally, and repeated inaction to 
correct the problem. Once again, the problem lies not in the 
requirements, but in the implemen'tation. 

Finally, DOE disagreed with our observations concerning its 
use of (Ide minimis" violations. De minimis violations are de- 
fined as those which have no effect on employee safety. Record- 
keeping violations, for example, are de minimis violations. DOE 
stated 

"In comparing DOE's procedures to those of OSHA 
for 'de minimis' notices, the GAO report at page 9, 
notes that DOE's 'Savannah River and Richland 
Operations Offices do not require contractors to 
post citations of de minimis violatons in the work- 
place, and Richland does not set abatement dates 
for de minimis violations.' The report does not, 
however, point out that OSHA also does not send de 
minimis notices to the employers or require posting 
or abatement. Instead, the notices are sent to OSHA 
Headquarters for review, analysis and possible future 
use. The 'serious' and 'other' type hazards classifi- 
cation scheme of OSHA ultimately determines the amount 
of fines levied against employers, but does not contri- 
bute to the timely abatement of serious hazards." 

We believe that DOE may have misunderstood the thrust of 
our discussion of de minimis violations. We observed DOE using 
de minimia citations for violations which clearly jeopardize 
employee safety and health. This is a misuse of this type of 
citation, because it bypasses requirements for posting, setting 
an abatement date, and following up, thereby increasing the risk 
of employee injury. Discussions with OSHA officials revealed that 
QSHA rarely uses de minimis violations and, when used, are intended 
only for violations which have no direct bearing on employee safety 
4x health. 

DISCUSSION OF CHAPTER 3: 
!'DoVS RADIOLOGICAL EMERGENCY 
PREPAREDNESS NEEDS TO BE UPGRADED" 

One of the primary findings in Chapter 3 of our report was 
that emergency preparedness functions within DOE were fragmented. 
DOE disagreed, stating 

"On page 16, the GAO Report suggests a centralized 
coordinated emergency preparedness program is needed 
at DOE Headquarters. The Department inherited from 
its predecessor agencies, and has maintained, an" 
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"effective, high level emergency preparedness program 
which emphasizes response to nuclear accidents. The 
success of this psoyram was demonstrated in the 
Department'e response to the TM1 accident. The 
Assistant Secretary for Environmental Protection, 
Safety and Emergency Preparedness manages the over- 
all DOE emergency preparedness program for DOE-owned 
nuclear facilities and for response to non-DOE nuclear 
accidents. The responsibility for managing the emer- 
gency preparedness program for emergencies involving 
weapons and terrorist related nuclear emergencies has 
been assigned to the Assistant Secretary for Defense 
Programs in accordance with his nuclear weapons and 
security program responsibilities and because of his 
inherent expertise in dealing with these proGram 
areas" 

"The Secretary's reorganization of February 24, 1981, 
provided for emergency preparedness policy making 
within the Department to be consolidated in the 
Office of the Assistant Secretary for Environmental 
Protection, Safety and Emergency Preparedness and 
the designated Emergency Coordinator for the Depart- 
ment now reports to this Assistant Secretary. Three 
orders on Emergency Preparedness, replacing interim 
guidance which remained from the predecessor agencies, 
were published on August 13, 1981. The orders estab- 
lish the policy and designate responsibility to appro- 
priate offices. The orders also provide a mechanism 
for management of major emergencies through the 
Emergency Action Coordinating Team." 

DOE commented that we failed to cite its excellent record 
in response to nuclear emergencies, such as the Three Mile 
Island accident. We are most concerned that throughout our 
audit work and in its response to our report, DOE failed to 
differentiate between emergency response and emergency planning. 
We are aware that DOE has teams trained to respond nationwide, 
within 24 hours, to a nuclear emergency. Our report, however, 
dealt with emergency planning-- the program to provide for im- 
mediate on-site, local and State action in response to a nuclear 
emergency --not with emergency response. Without trying to 
minimize the value of DOE's emergency response teams, on- and 
near-site emergency planning is essential during the first few 
minutes of an emergency to provide for proper evacuations, 
notifications, and provision of medical and law-enforcement 
services. 

We found that DOE's radiological emergency planning program 
~ has not received sufficient priority and, in the event of an 
~ accident at a nuclear facility, may not be prepared to adequately 
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protect the public, the environment, and property from the effects 
of a radiological release. DOE agreed with our recommendation to 
begin reviewing emergency preparedness programs at field offices 
and to emphasize a program of drills simulating nuclear accidents. 
We believe these actions will vastly improve DOE's ability to pro- 
vide immediate on-site action in response to nuclear emergencies. 

DOE also commented on its February 24, 1981, reorganization 
of emergency preparedness functions. The organization structure 
in existence after DOE's reorganization was the one which we re- 
viewed and found to be fragmented. All field offices included in 
our review agreed with this assessment and commented that they did 
not know which group to turn to in order to obtain program di- 
rection. In addition, we found the designated emergency coordi- 
nator to be little more than a title, despite 5 years of evolution. 
Like other parts of DOE's safety and health program, the emergency 
coordinator has done little to ensure implementation of regu- 
lations and directives. 

Our report also recommended that DOE provide support for 
the mission of the Federal Emergency Management Agency (FEMA). 
DOE ayreed with our analysis that the primary reason for its lack 
of support was a staffing problem. DOE is taking steps to provide 
32 additional staff. 

We recognize that DOE issued three emergency preparedness 
orders on August 13, 1981. As requested by Representative Patricia 
/Schroeder, we will be reviewing the adequacy and the implementation 
of these orders during an upcoming review. 

DISCUSSION OF CHAPTER 4: 
"ADDITIONAL EFFORT NEEDED TO ENSURE 
SAFETY OF DOE'S OLDER NUCLEAR FACILITIES" 

Our report concluded that safety analyses for DOE's older 
;nuclear facilities were receiving low priority and, as a result, 
~DOE cannot be aware of all hazards which may exist. DOE dis- 
~agreed, stating 

"GAO stated at page 28 that although DOE began 
conducting safety analyses for existing facilities 
nearly 10 years ago, DOE has not established de- 
tailed program guidelines or timeframes for com- 
pletion of these analyses, and as a result many 
facilities still have not been analyzed to deter- 
mine what hazards exist. 

"In March 1979, DOE issued Order 5481.1,' entitled 
'Safety Analysis and Review System,’ which estab- 
lished uniform requirements for the preparation 
and review of safety analyses for DOE operations." 



"In accordance with this order all new nuclear 
facilities completed in the last 10 years (e.g., 
the Savannah River (SR) and Los Alamos National 
Laboratory plutonium facilities, the tritium 
facility at Sandia-Livermore), those in construc- 
tion (e.gal Gas Centrifuge Enrichment Plant, 
Rocky Flats plutonium facility), and those in the 
design state (e.g., Defense Waste Solidification 
Plant at Savannah River, Waste Isolation Pilot 
Plant) have had or will have a Safety Analysis 
and Review prior to operation. In each case, 
the Safety Analysis and Review has been in pre- 
paration since the inception of the respective 
projects. 

"Target completion dates pursuant to the Order have 
been established by the field offices for a Safety 
Analysis and Review for each existing nonreactor 
nuclear facility. A Safety Analysis and Review 
as performed by DOE is an extremely thorough; 
detailed and costly procedure. As examples of 
the current Safety Analysis Review activities for 
existing facilities, approximately $2-3 million per 
year is being expended by the Oak Ridge Operations 
Office at the three Gaseous Diffusion Plants in an 
effort which is expected to extend over the next 3 
years. At the Y-12 Plant there is a $5 million 
effort extending through FY 1987, and at Oak Ridge 
National Laboratory the effort amounts to $2 million 
through FY 1985, The National Lead of Ohio review is 
expected to be finished in FY 1983 and AiResearch is 
completing a $225 thousand review this year. 

"Each existing nuclear facility that has not 
had a completed Safety Analysis and Review has 
been subject to hazard analyses or evaluations 
conducted prior to startup and periodic sur- 
veillance and inspection efforts after startup. 
In addition, safety studies, evaluations, design 
reviews, etc. have been conducted to ensure that 
modifications, changes or operating problems are 
adequately understood and appropriate controls 
estkblished. Thus, although safety analyse's have 
not yet been completed for all existing nonreactor 
nuclear facilities, their safe operation has been 
assured by extensive reviews of the facilities, 
safety improvements, and an ongoing safety program 
for additional reviews and appropriate safety 
controls." 

DOE's comments addressed its policy without specifically ad- 
dressing the problem we raised. The basic facts have not changed. 
DOE's Order 5481.1 requires uniform safety analysis and reports. 
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However, deapito 10 years of effort, many safety analysis reviews 
of DOE's older facilities will not be completed until the end of 
this decade, Additional full-time, dedicated staff would be needed 
to expeditite the completion of safety analysis reviews. Com- 
pleting these reviews is important because many of DOE's facili- 
ties were built before modern nuclear design and construction 
standarda were formulated. In addition, each DOE operations office 
conducts safety analyses differently. Safety analysis reviews con- 
ducted and reports issued by different field offices vary widely in 
methodology and content. 

We diaagree with DOE'@ statement that all facilities are 
covered by hazard analyses, evaluation, or safety reviews and 
therefore safe operation ia ensured. At several locations, 
hazard analysis ia merely an opinion as to whether or not any 
hazard exists at a facility. A DOE official responsible for 
the safety analysis program informed us that, without completed 
eafety analyses, DOE was simply unaware of the type and serious- 
ness of hazards at numerous nuclear facilities. 

DOE's failure to specifically address the problems raised 
in our report is graphically illustrated by the examples on 
'pages 31, 32, and 33 of our report. Theae examples identified 
instances where, even after safety analyses were completed, 
DOE and the operating contractor remained unaware of extremely 
serious safety and health hazards. DOE's comments did not 
address this problem. 

It was because of DOE's failure to adequately carry out 
thia function that we became skeptical of DOE's effort to com- 
preheneively identify and correct potential safety and health 
hazards at ite nuclear facilities. We continue to believe it 
is imperative to interject NRC's assistence and oversight--on 
a trial basi8, at a limited number of facilities--into DOE's 
safety analyeis process. 

Our report noted that when DOE has performed a safety an- 
,alysia review and has found a safety or health hazard, it has 
'not always taken action to eliminate the hazard. DOE disagreed: 

"The GAO report at page 31 alleges that DOE does 
not always eliminate or mitigate identified hazards. 
Improvements are continually being proposed for DOE 
nuclear facilities. These improvements may be the 
result of a newly prepared SAR [Safety Analysis 
Report), an improved safety concept, good safety 
practice, or any combination of these. A review 
of the record since the Rocky Flats fire of May 
1969 shows that DOE has expended significant funds 
for environment, safety, and health improvements. 
A major review program, the 'Fire Safety and Ade- 
quacy of Operation Conditions' program, begun in 
1969, identified over $500 million in upgrading" 
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"projects throughout AEC. By December 31, 1972, 
nearly $62 million of the $500 million in Line 
Item projects alone had been completed. In addition, 
over $100 million has been expended for operating, 
capital equipment and general plant projects funds. 
The single largest project, Project 71-9, of this 
overall upgrading initiative included the construc- 
tion of replacement plutonium facilities at Los 
Alamos National Laboratory and Rocky Flats. The 
fiscal year 1980 authorization by Congress of an 
additional $7 million brought the total for Project 
71-9 alone to $287 million. Furthermore, DOE's 
review of authorized Line Item projects identified 
nearly $80 million for industrial safety and fire 
protection upgrading in the last 5 budget years 
alone. 

"In summary, safety upgrading is a major and con- 
tinuing program in all DOE operations and one that 
is conducted at a high level of expenditure.'" 

Again, DOE has not addressed the basic problem identified 
in our report and has provided gross, overall statistics to 
support its committment to safety. The question is not how 
much is being spent but how much is being accomplished. While 
DOE and its predecessors have spent considerable funds and 
efforts in response to the 1969 Rocky Flats fire, we do not 
believe it is relevent to any discussion of safety analysis 
reviews. The actions cited were taken only after a disasterous 
fire at a DOE nuclear facility. The purpose of safety analysis 
is to identify and eliminate or mitigate hazards before an ac- 
cident, Failure to properly conduct the safety analysis process 
leaves DOE in a position similar to that of the Rocky Flats 
fire-- a position of only being capable of reacting after the 
hazard has occurred. 

Our report cited a DOE study which concluded that DOE lacked 
the technical expertise to adequately perform its duties. DOE's 

~ response took issue with that statement: 

"The GAO report found at page 33 that in some cases 
DOE safety personnel, both at Headquarters and in 
the .field, lacked the technical expertise necessary 
to perform their duties. DOE does not agree that 
either Headquarters or field personnel to which 
this comment was directed lack the technical ex- 
pertise necessary to perform their duties. Never- 
theless, DOE recognizes the crucial importance of 
technical expertise in the safety area and is 
actively taking steps to enhance the quality of 
its safety expertise by, for example, emphasizing" 
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"a high level of technical skills in filling the 
previously discussed 32 new safety positions 
recently allocated to the field offices." 

Although DOE takes issue with the statement contained in our 
report concerning the lack of DOE expertise, closer inspection 
shows that our report clearly describes this as a finding noted 
during a DOE study of safety and health at DOE's nuclear rceac- 
tors 1 _L/ As stated in our report, this DOE study found the nature 
of nuclear technology warrants reactor safety overview organiza- 
tions with unique, technically qualified management whose nuclear 
expertise is beyond question. At DOE headquarters, however, the 
nuclear safety overview technical staff was reduced from 17 in 
1976 to 4 in 1981. The DOE study also found that although techni- 
cal capability at DOE field offices varied widely, it was general- 
ly weak and inadequate. For example, at one field location, a 
safety analysis report could not be reviewed due to lack of tech- 
nically capable staff. 

DOE also took issue with an example which demonstrated 
a situation where DOE knew of a hazard, yet took no action to 
correct it. DOE stated: 

"The GAO report at page 34 pointed to the plutonium 
processing facility at the Mound site at Miamisburg, 
Ohio, as an example of problems in the Safety Analysis 
and Review program. In this case the Safety Analysis 
and Review concluded that the plant could continue 
to operate without hazard to the employees, the 
public and the environment, except for the poten- 
tial dispersing of plutonium oxide as a consequence 
of seismic and tornado events. The GAO report did 
not point out that, as a result, DOE relocated those 
processing operations having the potential for 
dispersion of plutonium oxide to new facilities at 
the Savannah River Operations and Los Alamos sites 
and closed the processing operation at Mound. The 
GAO report also incorrectly noted at page 34 that a 
$1.5 million project to upgrade the plutonium pro- 
cessing facility to resist tornadoes was not funded 
by DOE. Actually, the $1.5 million project was 
to relocate water towers that provide fire pro- 
tection to part of the Mound site. The water 
towers could have failed in the event of a tor- 
nado, and possibly have fallen on the plutonium 
processing facility. This particular upgrade 
project was authorized in fiscal year 19$0. Al- 
though these towers no longer represent a hazardous" 

_Ir/"A Safety Assessment of Department of Energy Reactors," March 
1981, DOE/US-0005. 
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"situation with the relocation of the plutonium 
operation to Savannah River, the towers are still 
important for fire protection and are being re- 
built because of the tornado risk." 

Much of the information DOE presents directly conflicts 
with information obtained from DOE officials during our review. 
In April 1981, DOE officials at the Albuquerque Operations Office 
(responsible for operations at Miamisburg) informed us that al- 
though DOE had moved some of the plutonium operation from Miamis- 
burg, much of the operation still remained. During the same time 
frame, officials at DOE headquarters confirmed that movement of 
the water towers had not yet been funded despite being among the 
five highest priority safety projects for at least 3 years. 

We also believe DOE's comments severely understate the 
hazard. According to DOE's safety analysis, the consequence 
of tornado or earthquake damage to the plant could be devasta- 
ting, resulting in excessive radiological exposures, fatalities, 
evacuation of the general public, and damages of over $25 million. 

In response to a request from Representative Patricia 
Schroeder to review DOE's actions to correct problems in its 
safety program, we will review DOE's actions concerning the 
plutonium processing plant at Miamisburg, Ohio, and will attempt 
to reconcile these discrepancies. 

DISCUSSION OF CHAPTER 5: 
"OPPORTUNITIES TO INCREASE 
RELIABILITY OF RADIOLOGICAL 
MONITORING PROGRAM" 

Our report noted that while DOE's operating contractors are 
reporting that their operations are conducted well within radio- 
logical environment standards, DOE's environmental-monitoring 
program lacks consistency from contractor to contractor and from 
field office to field office. We mride several recommendations to 
increase program consistency. DOE commented: 

"The GAO report suggests at page 40 that DOE 
issue radiological monitoring oversight (ap- 
praisal) requirements for mandatory applica- 
tion to all DOE facilities. In fact, DOE O*rders 
5480.1 and 5482.1 already make basic monitoring 
and reporting requirements mandatory at all DOE 
facilities. These Orders are supplemented by 
detailed guidance in DOE/EP-0023, to ensure that 
all substantive aspects of basic Departmental 
requirements are addressed. 

"Flexibility, purposefully built into the program, 
is necessary for the effective and efficient 
operation of DOE environmental programs because of" 

16 



"the great variability in function and environmental 
setting of each DOE facility. Each facility is 
unique in regard to the types, quantities and 
forms of radionuclides that can be released to 
the environment. The characteristics of the re- 
ceiving environments also vary from site to site, 
Such parameters uniquely determine the type, 
location, and frequency of sampling at each par- 
ticular site. For example, in the case of domestic 
well monitoring, if a well is down-gradient and 
near a facility handling a highly mobile species 
such as tritium, sampling must be more frequent 
than if the well is near a facility handling a 
radionuclide that would move slowly in ground- 
water. Another important factor in determining 
intensity of environmental sampling is the in- 
depth nature of monitoring programs at DOE sites. 
That is, DOE facility effluents are monitored prior 
to and during their release to identify problems 
long before they can accumulate to measurable 
levels in offsite environmental media. Each point 
of release is assigned an operating limit which if 
exceeded would result in corrective action to pre- 
vent the release of unacceptable levels of radio- 
active materials to the environment. Therefore, 
emphasis is placed on ensuring immediate and reli- 
able detection of radioactive materials in the 
effluents as well as in environmental media. 

"Overall, DOE believes that it has an effective 
environmental monitoring program, but recognizes 
the need for diligence in ensuring reliability 
and quality in sample collection, analysis, evalua- 
tion, and reporting." 

DOE's citation of orders 5480.1 and 5482.1 is somewhat 
misleading. These orders do little to provide a uniform, 
comprehensive radiological-monitoring program for DOE's nuclear 
facilities. DOE Order 5482.1 is a g-page document which basi- 
cally provides for periodic appraisals (evaluations) of con- 
tractors' environmental monitoring programs and lists a number 
of general factors to be considered in those appraisals. DOE 
Order 5480.1 contains a 3-l/2 page chapter on environmental 
pollution which-- in very broad terms --delineates the overall 
environmental responsibilities within DOE. As stated in our 
report, DOE does have other quidance available for use by the 
operations offices. While this guidance is quite specific in 
places, it is general in others. More importantly, it is 
only guidance, and implementation is not required. In several 
of the locations included in our review, implementation was in- 
consistent with the DOE guidance. 
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We recognize that some flexibility is required because of 
the vaat differencs among the facilities and their locations. 
What causes our concern is allowing so much flexibility that a 
facility such as the one at Rocky Flats, Colorado--in existence 
for 29 years-- is just now studying whether milk and other sub- 
'stances should be monitored for radiation. We believe that DOE 
should provide minimum requirements--not guidance--for monitoring 
certain substances to better protect the environment and sur- 
rounding communities, and carry out sufficient oversight to en- 
sure that the requirements are implemented, 

DOE also commented on another of our suggestions: 

"The GAO report suggests at page 40 that DOE 
develop a coordinated system whereby radiological 
monitoring data supplied by operating contractors 
is verified with data from State or local govern- 
ment agencies with monitoring capability. The use 
of State and local environmental data to verify 
DOE contractor monitoring results is one of the 
means that frequently are used by contractor and 
field office staff to check the correctness of 
contractor generated environmental data. DOE 
believes, however, that it has established more 
effective and efficient means of assuring data 
quality and reliability, in that the DOE contractor 
radiological monitoring programs are far more ex- 
tensive and sophisticated than the respective 
State and local programs and therefore provide 
greater statistical quality in the contractor 
data. Further, the assurance of quality in DOE 
contractor environmental monitoring is far more 
fundamental than the comparison of a few data 
points derived by an independent agency. Of 
greater importance to DOE are: contractor 
management sensitivity to Quality Assurance (QA) 
needs; qualified contractor personnel: adequate 
funding: the existence of a contractor QA pro- 
gram in support of the monitoring and analytical 
program; written procedures for monitoring, 
analysis and QA; a well designed monitoring 
program: high quality equipment and facilities 
for calibration, monitoring, sampling and ari- 
alysis; internal periodic self audit and as- 
sessment: use of laboratory standards and in- 
terlaboratory comparison services: independent 
overview (including appraisal) by DOE: and 
systems of records for the QA, internal audit 
and overview activities." 



"It is important also to note that EPA, States, 
local jurisdictions, the press, and others rou- 
tinely are provided copies of site environmental 
monitoring reports and have every opportunity to 
question any of the data reported." 

We agree that the primary means of monitoring the environment 
surrounding DOE's nuclear facilities should be the contractors' 
own systems. What we are suggesting does not detract from DOE's 
current system, would not be difficult, and would not cost any- 
thing. We are not suggesting that other sources would necessarily 
be more reliable-- although in some cases they may be--but are 
suggesting that ROE obtain environmental data on its plants from 
other sources which are already gathering such data. This would 
provide a simple, cost-free way of verifying environmental data 
submitted by the contractor. Such verification is especially 
important in today's nuclear climate where any release usually 
results in negative publicity. Such publicity can be a motive 
for erroneous reporting. In addition, many operating contrac- 
tors operate under cost-plus-incentive fee contracts which can 
financially penalize these contractors for radioactive releases 
to the environment. We agree that the other factors listed by 
DOE as being important are very important: however, we fail to 
see their relevance to our point. We do not see how our sug- 
gestions conflict with carrying out DOE's other functions. 

Finally, DOE took issue with our finding that published 
environmental summaries contained substantial errors which 
could have been corrected with data in DOE's possession. DOE 
stated 

"The GAO report notes at page 38 that sub- 
stantive errors occurred in a 1979 report con- 
cerning monitoring data at the Pantex Plant. 
The errors cited in that report are regretted, 
but they proved to be inconsequential. The 
errors occurred not in the 1979 report, as 
stated by GAO, but in the 1977 and 1978 reports. 
Dummy effluent data used to test a modeling 
program were inadvertently left in the program 
at the time the annual population dose was 
calculated for use in the site reports. As 
a result, the population dose was underestimated 
by a factor of ten. However, since the correct 
calculated dose was about 0.0001 percent of the 
permissible dose, either estimate of the popula- 
tion doses would have been inconsequential." 

The differences in report dates is difficult to reconcile. 
Our records show the proper date of the report, provided by DOE 
officials, to be 1979. In any event, this is not a significant 
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point l What is significant is that DOE's argument seems to be 
that because the releases were not in excess of standards, the 
errors are not significant. This example demonstrates DOE's 
total reliance on contractor-supplied information and that DOE 
is not making use of other available information that could 
be used to verify its data. In this case, verifying data was 
available in-house, but DOE was not aware of the error. Another 
Federal agency noticed the error, using DOE's data, and brought 
it to DOE's attention. We continue to believe DOE should make 
use of all available data, internal and external, to verify 
operating contractor environmental data and reports. 

DISCUSSION OF CHARTER 6: 
LCHANGES IN SAFETY AND HEALTH 
OVERSIGHT FOR DOE'S NUCLEAR FACILITIES 
CAN INCREASE INDEPENDENCE AND UNIFORMITY" 

Chapter 6 of our report summarized our overall findings and 
concluded with a suggestion that the Congress consider enacting 
a cooperative program between NRC and DOE. The objectives of 
this program would be to allow NRC to review and evaluate a 
number and a variety of DOE's nuclear facilities and processes, 
including a detail.ed review 'of plant operations, the contractors' 
safety analysis methodology and report, and actions taken to 
mitigate hazards. This evaluation should also examine the ade- 
quacy of DOE's review of the safety analysis document. NRC 
should report to the Congress on the results of its review and 
evaluation within 1 year. At that time, the Congress could 
decide on the need for further NRC involvement. 

DOE disagreed with our suggestion, stating: 

“In the brief discussion in the GAO report about 
possible disadvantages that would accompany an 
extension of NRC's regulatory authority to DOE 
facilities, it is accurately noted that NRC's 
role could well have an adverse impact on DOE's 
national security mission in that the number 
of people with access to classified/restricted 
data information and nuclear weapons data would 
increase substantially. Not sufficiently noted, 
however, is the high cost in effort and dollars 
thaf DOE believes would be routinely imposed as 
a consequence of any such NRC role, a cost that 
in DOE's opinion would not provide compensating 
substantial benefit. Also, the GAO did not note 
the fact that the NRC capability resides essen- 
tially in one area, light water commercial power 
reactors, and that the NRC lacks expertise in the 
technology associated with DOE production nuclear 
reactors and operations. Given this limited NRC" 
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"technical expertise, it is unclear how NRC involve- 
ment would improve the safety of DOE's nuclear 
facilities or enhance the public perception of the 
safety of these facilities. 

"It must be understood that NRC has an arms-length 
relationship with its licensees and can only re- 
quire actions for which there is authority under 
law. DOE, on the other hand, has a very tight 
control over the actions of contractors at its 
facilities. Many of these facilities have unique 
functions or specific military requirements. 
These facilities are government-owned: they are 
operated in accordance with government direction: 
and their overall level of safety is in accordance 
with funding actions taken by the Executive Branch 
and the Congress. In the past, substantial funds 
have been spent to upgrade facilities and to build 
new plants, such as the plutonium buildings at 
Rocky Flats and Los Alamos, which are in the fore- 
front of protective design. Indeed, DOE provides 
NRC with data and expertise in developing its 
standards. In short, DOE is not just another 
nuclear operator but rather is a key element of 
the government's program to ensure the proper 
development and safe operation of nuclear power. 
Moreover, nuclear safety is a concern to which 
DOE's top management, including the Secretary, 
Deputy Secretary, and Under Secretary are all 
deeply committed. 

"Indeed, the Secretary of Energy recently identified 
DOE's defense programs, includinq the safety aspects 
of those programs, as DOE's top priority. DOE has 
both the competence and the control necessary to 
make sure that the government-owned plants are 
operated safely, and its record compares favorably 
with any other segment of the industrial sector, 
including that regulated by NRC. Therefore, DOE 
sees little that would be accomplished by an NRC 
review of the DOE safety analysis program, and the 
attendent cost of such review would be very high." 

DOE's arguments against NRC involvement in DOE's activities 
center on three issues, national security, cost and effort,. and 
capability. 

NRC involvement--of any sort-- in DOE's nuclear weapons ac- 
tivities has nearly always been strongly opposed by DOE on the 
grounds that it would compromise national security. In this 
instance, DOE commented that we accurately noted that an NRC 
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role could have an adverse impact on DOE's national security 
mission in that. the number of people with access to classi- 
fied/restricted and nuclear weapons data would increase sub- 
stantially. Apparently, DQE does not agree with our assess- 
ment that the impact could be minimized. 

A number of options are available which offer potential for 
NRC involvement with an acceptable, short-term, national security 
impact l The program which we suggested is similar to a pilot 
program and would limit the program to several DOE nuclear facil- 
.ities and to a specific time period. The effect of such a limita- 
tion would be to decrease the amount of classified information 
available to NRC personnel by a considerable amount. In addition, 
the impact can be further diminished by limiting access to clas- 
sified material to a small group of NRC employees. Thus, the 
impact of such a program on DOE's national security mission could 
not be characterized as substantial and, of course, all participa- 
ting NRC employees involved would have to have already undergone 
background investigations and obtained clearances for dealing with 
classified information. 

In past testimony before the Congress, DOE has argued against 
NRC involvement in DOE nuclear activities based on NRC's inability 
to make tradeoffs between safety and national security. This 
argument, in our view, is invalid, Prior to 1975, AEC combined 
both the nuclear promotion and regulation activities for nuclear 
energy. A sharp division existed, however, between these two 
activities, and the regulatory group was, in effect, an inde- 
pendent organization. In the late 1960s and early 197Os, this 
regulatory arm of AEC, which subsequently became NRC, conducted 
studies to compare several AEC reactors to licensed facilities. 
NRC officials informed us that although reactors at Savannah 
River and Hanford were found to be deficient in several respects 
and were effectively unlicensable, they concluded that the 
operations were justified because they were in the national 
interest. We believe this case shows that an independent regu- 
latory body, such as NRC, is capable of handling classified 
information and recognizing the relative importance of DOE's 
national security mission. 

Our suggested legislation requiring an NRC safety review of 
DOE nuclear facilities was also viewed unfavorably by DOE from a 
cost and effort perspective. In our report, we did not include 
a detailed cost/benefit analysis. We did, however, comment, in 
general, on the cost and effort involved in NRC's reviewing DOE 
facilities. On page 44, we noted that 

rl* * * NRC and OSHA regulation of DOE's nuclear 
facilities would provide the most program inde- 
pendence, uniformity, and public confidence that 
DOE's facilities are safely operated. Practical 
concerns, however-- such as classification, budqet" 
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"limitations* * * somewhat mitigate the desirability 
of this alternative, fl [Underscoring added.] 

As a more reasonable approach therefore, we suggest,ed a 
program requiring NRC to review a limited number and a variety of 
DOE nuclear facilities. We noted the budgetary impact on page 46. 

"Although such a review will undoubtedly involve 
the committment of additional staff resources, * * *." 

DOE's comments have not provided, in our opinion, any additional 
insight into the cost/benefit of NRC participation. We believe 
that the NRC review of a sampling of DOE facilities will limit 
the initial extent of the budgetary impact and will provide an 
indication of the cost effectiveness of pursuing such a review 
at all DOE nuclear facilities. 

NRC has, in the past, also advocated a similar approach. In 
1979, NRC studied extending its licensing or regulatory authority 
to include DOE waste storage and disposal activities. During our 
review, an NRC official told us that although they did not intend 
to evaluate DOE's safety, health, and environmental regulations and 
programs, the staff found that DOE's*safety, health, and environ- 
mental oversight were inadequate. The study concluded that there 
appeared to be benefits-- in the form of increased safety, health, 
and environmental protection-- associated with NRC regulation 
of DOE waste management activities. At the same time, however, 
NRC noted that such regulation would be accompanied by unquanti- 
fiable increased costs. Therefore, NRC recommended a pilot program 
to determine, among other things, if the benefits from NRC oversight 
would outweigh the costs involved. 

In short, the judgment that must be made is whether the 
benefits of NRC oversight-- in the form of increased safety, 
health, and environmental protection and, perhaps just as im- 
portant, increased public confidence--are worth the cost. A 
pilot program such as we and NRC have suggested would help the 
Congress make that judgment. 

Finally, DOE did not believe that NRC involvement in DOE's 
design safety program would improve the safety of DOE's nuclear 
facilities. We strongly disagree with DOE's statement that NRC 
expertise is limited to light water commercial reactors. It is 
true that a large portion of NRC's attention is focused on light 
water reactors: however, NRC is and has been involved in a wide 
variety of nuclear activities. NRC has conducted safety reviews 
of DOE's Fast Flux Test Facility, the Light Water Breeder Reactor, 
the Fort St. Vrain high-temperature gas reactor, and the Power 
Burst Facility (a fuel test facility). NRC is currently con- 
ducting a licensing review for DOE's Clinch River Breeder Reactor. 
NRC licenses uranium hexaflouride conversion facilities (the fuel 
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process prior to uranium enrichment), nuclear fuel fabrication 
plants, spent fuel storage facilities, advanced fuel facilities, 
and plutonium-processing facilities. NRC conducted preliminary 
licensing steps for DOE's High Performance Fuel Laboratory at 
Richland, and NRC conducts design reviews for naval reactors and 
the Navy‘s spent fuel activities. NRC has staff with special 
expertise. For example, NRC's staff include nuclear and en- 
vironmental engineers, health physicists, chemical engineers, 
and fire safety and emergency planning experts. 

While it is true that NRC is not intimately familiar with 
the exact combination of processes at many DOE facilities, we 
believe that NRC has the capability to conduct the recommended 
reviews, given that sufficient background material is made avail- 
able. During our review work, we questioned NRC officials con- 
cerning their capability to conduct these reviews. These of- 
ficials agreed that the capability certainly existed within NRC. 

We would also point out that the expertise available within 
NRC would appear to greatly augment the expertise currently 
available within DOE. As stated previously, a DOE study found 
that DOE's nuclear safety overview technical staff has been 
reduced from 17 in 1976 to 4 in 1981. That study also found that 
although technical capability at DOE field offices varied widely, 
it was generally weak and inadequate. 

DOE concluded by reiterating its committment to safety and 
emphasizing its safety record; We have already addressed those 
issues at the beginning of this chapter. 

In summary, DOE's comments provide no basis for changing 
our positions or recommendations. In fact, DOE's criticisms were 
rather broad, frequently did not specifically address the basic 
points we raised, and failed to provide specific facts to sup- 
port its position. We believe our positions, for the most part, 
are also supported by DOE's own reactor safety study and hope 
that DOE will reconsider its position and take action to improve 
its safety and health program. 
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Department of Energy 
Washington, D.C. 20585 

OCT 5 t@’ 

Mr. f. Dexter Peach, Director 
Energy and Hinerals Division 
U.S. General Accounting Office 
Wsahington, D.C. 20548 

Dear Hr. Peach: 

Enclosed are two copies of DOE's comments OQ GAO Report 

END al-108 entitled "Better Oversight Needed for Safety and 

~ Health Activities at DOE‘s Nuclear Facilities." 

Identical comments were provided to the House Committee on 

Government Operation8 and the Senate Committee on Govern- 

mental Affairs. 

Sincerely, 

Encloeurc 

j ‘, 
“, 

p&&#&&s*/ 
. William S. 

Abreistant Secretary 
Management and Administration 
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The GAO rq.xxt talccs as its hcruic premise the view that the 
organizationaL structure of DOE @ 5 safety and health oversight 
program inhibits .iIlcPc'Penl:lcncc and objectivity. In GAO's 
view the undcrl.ying r~;;.y;~niz;l~ri.~naIY. problem is the decentralized 
aspects of the DOE safety and health program. To remedy 
this purported unclerlyinq prok-,l.cm, the GAO identified a 
range of po ssible alr.ern~if:.iver; , from reorganizing the entire 
safety and hc?alth function wi.t:hin DOE to having outside 
agencies I such as the NRC or OSHA, provide safety and health 
oversight, 

In GAO's view the centur;~:1. i Ws::;uc:s i.n evaluating any safety and 
health program would seem to be the degree to which control 
of that program is centralized and independent of operational 
management, GAO took as its principal point of departure 
the view that a centralized and independent system would 
invariably provide a degree of protection of safety and 
health unmatched by any less centralized approach incorporated 
within program line manaqement. GAG made no attempt to 
characterize the respective advantages and disadvantages of 
these two approaches, and furthermore, emphasized unduly the 
process of safety and heal'th management to the virtual 
exclus;on of any consideration of results. Indeed, GAO 
examined DOE's less centralized ap=zrto safety and 
health with minimal emphasis upon the past performance under 
that approach evsn though, as was noted in the report, the 
Department's record of safety performance has been good. 
Although imperfections in DOE's approach were identified, 
none of them were sufficienrt to support GAO's recommendation 
that DOE's program be reorgzized. Nor did the GAO report 
reflect sufficient awareness of the extent to which nuclear 
safety has in the current Administration become an item of 
the highest priority zt all levels of DOE management, 
including at the Secretarial level itself. 

In addition, there are two fundamental procedural problems 
in the GAO approach which significantly reduce the usefulness 
of the report as a constructive tool for the improvement of 
DOE operations. First I as: ?~iscus~c?d below, the report does 
not address recent changes in the DOE safety and health 
program which might have affected the report's recommendations. 
(See enclosed May 1981 report entitled "Action Plan in 
Response to March 1981. Report to NFPQT Committee.") 

Second, because WOE did not have an opportunity to comment 
on the draft report, many of the specific examples used to 
support GAO's recommendri t i ens were taken out of context, 
were inaccurate, or rt?fl.ected a misunderstanding of DOE's 
approach to its safety and health program. As a result of 
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these shortcomings the focus af DOE's response to the GAG 
report must be: (1) to explain DOE's basic approach to 
safety and health oversight, (2) to explain the reasons for 
DOE's reliance upon that approach, (3) to emphasize the 
favorable results which the DOE approach has produced, and 
(4) to correct or clarify, chapter by chapter, specific 
points raised in the GAO report. 

1. It is important to note that the premise upon which 
the Department's safety and health program is based is that 
safety and health in DOE facilities are program management 
responsibilities. Program management in the context of DOE 
nuclear facilities begins with the Under Secretary. Assistant 
Secretaries have primary responsibility for the development 
of their assigned programs. Operations Office Managers are 
responsible to the respective Assistant Secretaries for 
execution of their programs. Safety is an integral part of 
the programs. Accordingly, line management responsibility 
for safe conduct of assigned programs flows from the Under 
Secretary through the program Assistant Secretaries to the 
Operations Office Managers. These programs are executed at 
DOE-owned, contractor-operated facilities. Independent 
overview of the safety and health program at these facilities 
is provided by the Assistant Secretary for Environmental 
Protection, Safety and Emergency Preparedness, who has no 
DOE nuclear program management responsibilities that would 
inhibit the independence of this overview function. The 
importance of that independent overview function is underscored 
by the fact that the Assistant Secretary for Environmental 
Protection, Safety and Emergency Preparedness, like DOE's 
other Assistant Secretaries, is a Presidential appointee. 
In addition to providing an independent overview to the 
Secretary and program officials of the adequacy of the 
program's safety and health compliance on a system-wide 
basis, the Office of the Assistant Secretary for Environmental 
Protection, Safety and Emergency Preparedness is responsible 
for developing the Department's safety and health requirements. 
The program Assistant Secretaries assure in the initial 
planning and budgetary processes that resources are made 
available to comply with these requirements. 

2. As discussed below, on the basis of extensive experience, 
DOE believes that the degree of protection afforded by this 
approach demonstrates its effectiveness. In addition, there 
are significant advantages to this approach in terms of 
other managerial considerations. First, the primary 
responsibility for ensuring safety and health is placed upon 
the individuals who have greatest control over program 
operations, i.e., the program managers themselves. This 
situation ensures clear lines of authority for implementing 
and maintaining necessary safety and health requirements, 
and assures that primary consideration for safety and health 
is included in all phases including procurement, development, -e 
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design, construction, cperation and maintenance. Second, in 
order to be effective, safety and health requirements must 
be tailored to the design and characteristics of individual 
facilities. By conferring primary safety and health 
responsibility upon program managers, the DOE approach 
provides this essential flexibility. Third, since the 
emphasis of this approach is upon performance, and since a 
degree of managerial flexibility is built into the system, 
the development of innovative solutions to safety and health 
problems is promoted. 

Another important aspect of the DOE approach is the promulgation, 
whenever necessary, of uniform safety and health requirements. 
In this regard the series of existing departmental safety 
and health orders applicable to all DOE facilities provide 
what DOE believes to be an optimal standardization of safety 
and health requirements. In recent months, in the wake of 
the Three Mile Island accident, there has been 'an increased 
recognition among DOE managers that these orders must reflect 
state-of-the-art knowledge and must be issued more expeditiously 
than had been done previously. Accordingly, these orders 
are now reviewed, revised, or new orders issued as a matter 
of high priority whenever appropriate. The nature of the 
orders is to outline what should be done rather than how it 
should be done. The system of orders specifically recognizes 
the need to maintain the benefits of the less centralized 
safety and health program, as discussed above. 

3. The GAO report failed to compare the results of the 
DOE program with the record of facilities under OSHA regulation. 
Indeed, the safety record at DOE facilities compares very 
favorably with that of the industries regulated by OSHA, as 
illustrated by Table I, which compares the performance of 
DOE with the total industrial sector regulated by OSHA, and 
the chemical and allied products segment (that portion of 
the industrial sector most closely resembling the DOE system). 
It must be reiterated that DOE's safety and health program 
emphasizes performance as the foremost criterion of success. 

In the emergency preparedness area, DOE has been lauded for 
its rapid and effective response to requests from the State 
of Pennsylvania and the Nuclear Regulatory Corrhnission on 
March 28, 1979, when the Three Mile Island accident began. 
Within hours, Department personnel and aircraft were at the 
scene monitoring the environment for radiation. By the end 
of the first day, 20 DOE and DOE contractor personnel were 
involved in monitoring and assessment with double that 
number there on March 29, and over 100 three days later. 

4. For the reasons discussed above, DOE believes that GAO 
fundamentally misunderstood the philosophy of DOE's approach 
to safety and health and failed to recognize the positive 
results of that approach. There are also a number of points 
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TABLE I 

+Total Iccordablc altort WorLdBy +Lort Vorkdryr 
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1978 
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1980 
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OSEA 
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2.9 48.9 

3.7 
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3.1 
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SO.6 
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DOE 
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fndurtry 

2.2 
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1.1 17.8 
4.3 67.7 
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DOE 
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Chemical 
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2.3 1.1 17.4 
+* +* +* 
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POE - 6yrtam Saftty Devtlopoent Center, XC&C, Inc., Idaho Falls, 

Idaho 
08BA - U.S. Dtpartrent of Labor, bureau of Labor Statistics, 

Yarhington, D,C. 

**x981) Data for OSEA not yet available. 
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in Chapters 2 through 6 of the GAO report which require 
further discussion. The remainder of this DOE response 
addresses those points on a chapter by chapter basis. 

Chapter 2 *'Oversight of Worker Protection Programs Needs to 
&i? Inc-?ZZ%? 

EL The GAO report states at page 12, "We perceive no 
difference between the level of safety which should be 
provided for workers in private industries and DOE nuclear 
faci2.iti.es." DOE agrees with this point, but the report 
fails to note, as indicated earlier, that the protection 
afforded DOE contractor employees (as reflected in the 
available performance data) fnr exceeds that of private 
industry. 

0 The GAO report also states at page 6, "DOE needs to 
(1) be more responsive to employee complaints which may 
identify serious safety and health hazards: (2) treat 
safety or health violations in a more formal,, uniform 
Tanner, including posting citations, setting time limits on 
corrective actions and following up to ensure prompt correction: 
and (3) systematically make use of available information to 
ensure that the most serious hazards are identified and 
eliminated before injury or exposure occurs." In terms of 
the first two points, DOE Order 5483.1 establishes requirements 
for the investigation and response to complaints by DOE 
officials. This order clearly points out the requirements 
for posting violations, establishing abatement dates, assuring 
that corrective actions have been taken and handling "imminent 
danger" situations. We do not believe that additional 
delineation of classes of violations such as "serious" or 
'other" is necessary to achieve more timely abatement of 
hazards, because the Field Office Managers already have the 
flexibility to assure such timeliness via other modes as 
discussed above. DOE agrees that systematic use of information 
is required and is currently upgrading a computerized 
Accident and Incident Reporting System in order better to 
analyze workplace hazard information and to prioritize 
future safety and health oversight activities based on the 
results of that analysis. * 
0 The GAO report states at page 6, "In the private sector, 
OSHA gives employee complaints hiqh priority among their 
activities, secondary only to imminent danger investigations 
and investigations of catastrophic or fatal accidents." 
This statement is somewhat misleading in that it does not 
clearly point out the fact that OSHA has four priority 
levels for inspections, and that complaint investigations 
are assigned priority #3, which does not appear to be '"high" 
on the priority list. The OSHA inspection priorities, as 
prescribed by CSSHA's compliance operations manual, are the 
following: 
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First - imminent Danger 
Second - Fatality/Catastrophe Investigations 
Third - Investigation of Complaints 
Fourth - Regional Programmed Inspections 

0 As pointed out in the GAO report at page 6, DOE encourages 
complainants to attempt initial resolution of their complaints 
with their employers. In this situation, OSHA similarly 
attempts to encourage employees to resolve their safety and 
health complaints with their employers. An important point 
to note is that DOE procedures allow DOE contractor employees 
the option of filing complaints directly with the Department 
of Energy. 

0 The two specific examples given of compiaint resolution 
problems at the Rocky Flats Plant cited by GAO at page 7 
contain erroneous information. In both cases DOE did 
investigate the complaints and determined that therewere no 
serious hazards. Additionally, in the second example where 
supposedly there were 14 contaminated air incidents (alarms) 
in about 5 days, GAO failed to point out that in 13 of these 
alleged incidents, the radiation concentration guidelines 
were not in fact exceeded and in the remaining one it is 
questionable whether in fact the guidelines were exceeded. 
GAO also failed to mention that subsequent to these incidents, 
it was discovered that an employee had intentionally caused 
mast or all of the false alarms in the air monitoring 
equipment. The employee was given a 30-day suspension and 
removed from plutonium areas for 1 year. 

0 In the case of the inoperable sump alarm problem at 
DOE's Richland Operations Office, described on page 10 of 
the GAO report, DOE's system for tracking and following up 
on inspection deficiencies was not adequate at that time and 
may have contributed to the overall delay in corrective 
action. This system has been improved to assure that similar 
problems do not recur. Also, in the case of the asbestos 
concern at Richland, we know of no instances of employee 
exposure to asbestos in excess of standards. In the November 
1980 example, the Hanford Environmental Health Foundation 
report was in error and has subsequently been revised. All 
employees were wearing NIOSH approved respirators at that 
time, 

0 Violations of standards noted on non-inspection visits to 
contractor facilities are not necessarily..handled "informally" 
as the GAO report suggests on page 10. For example, violations 
noted during appraisals are usually noted in the report or 
handled by separate correspondence with the contractor. 
Irrespective of the mode of notification--inspection, appraisal 
or other correspondence-- abatement actions are required to 
be taken by the contractor, and a follow-up of significant 
violations is conducted by DOE. 
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a Irr comparing DOE’s procedures to those of OSHA for 
"de minimis" notices, the GAO report at page 9, notes that 
WOE's "Savannah River and Richland Operations Offices do not 
require contractors to post citations of de minimis violations 
in the workplace, and Richland does not set abatement dates 
for de minimis violations." The report does not, however, 
point out that OSHA also does not send de minimis notices to 
the emplayers or require posting or abatement. Instead, the 
notices are sent to OSHA Headquarters for review, analysis 
and possible future use. The "serious" and "other" type 
hazards classification scheme of OSHA ultimately determines 
the amount of fines levied against employers, but does not 
contribute to the timely abatement of serious hazards. 

wter: 3 "DOE's Radiological Emergency Preparedness Program 
Needs to be Upgraded" 

0 On page 16, the GAO Report suggests a centralized 
coordinated emergency preparedness program is needed at DOE 
Headquarters. The Department inherited from its predecessor 
agencies, and has maintained, an effective, high level 
emergency preparedness program which emphasizes response to 
nuclear accidents. The success of this program was demonstrated 
in the Department's response to the TM accident. The 
Assistant Secretary for Environmental Protection, Safety 
and Emergency Preparedness manages the overall DOE emergency 
preparedness program for DOE-owned nuclear facilities and 
for response to non-DOE nuclear accidents. The responsibility 
for managing the emergency preparedness program for 
emergenoies involving weapons and terrorist related nuclear 
emergencies has been assigned to the Assistant Secretary for 
Defense Programs in accordance with his nuclear weapons and 
security program responsibilities and because of his inherent 
expertise in dealing with these program areas. 

The Secretary's reorganization of February 24, 1981, provided 
for emergency preparedness policy making within the Department 
to be consolidated in the Office of the Assistant Secretary 
far Environmental Protection, Safety and Fmergency 
Preparedness, and the designated Emergency Coordinator for 
the Department now reports to this Assistant Secretary. 
Three orders on Emergency Preparedness, replacing interim 
guidance which remained from the predecessor agencies, were 
published on August 13, 1981. The orders establish the ' 
policy and designate responsibility to appropriate offices. ' 
The orders also provide a mechanism for management of major 
emergencies through the Emergency Action Coordinating Team. 

0 The GAO report suggested at page 27 that DOE should 
provide the support necessary to carry out responsibilities 
delegated by FM in its national effort to improve emergency 
preparedness around nuclear facilities. In an interim rule 
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published on October 22, 1980, FEZW assigned to DOE responsiblity 
for (al planning and preparedness for DOE facilities; (b) 
assisting State and local governments in preparing radiological 
emergency response plans for DOE facilities; (~1 assisting 
FEMA in developing planning guidance to State and local 
governments: (d) participating with FEMA in assisting State 
and local governments in developing their radiological 
emergency response plans, evaluating exercises to test 
plans, and reviewing and evaluating the plans and preparedness: 
and (e) providing representation and support for FEIU's 
Regional Assistance Committees. No resources for carrying 
out the assignment were provided to the Department, and 
there has been no complete budget cycle since formulation of 
this assignment. Therefore, resources for carrying out the 
assignments had to be taken from existing authorized programs 
such as the Radiological Assistance Program. This assistance 
has been focused in the following areas: (a) assisting in 
the preparation and review of State and local emergency 
plans for coping with accidents at commercial nuclear power 
plants; (b) participating in drills and exercises at commercial 
nuclear power plants; and (c) assisting in emergency preparedness 
training for State and local officials. The Department is 
now taking steps to fund this effort, including allocation 
of 32 positions to Department field offices to upgrade the 
nuclear safety program. This allocation will include improved 
support to FEMA. 

0 The GAO report suggested at page 27 that DOE should 
establish requirements for annual appraisals of field office 
and contractor emergency preparedness programs and independently 
review and evaluate contractor drills on a regular basis. 
The Acting Assistant Secretary for Environmental Protection, 
Safety and Emergency Preparedness, in accordance with the 
revision of DOE Order 5482.1, "Environmental Protection, 
Safety, and Health Protection Appraisal Program," issued on 
August 13, 1981, has established a revitalized appraisal 
program. This program will ensure the conduct of comprehensive 
appraisals (including emergency preparedness) of each field 
office on a two-year schedule. The first of these comprehensive 
appraisals will be conducted at the Richland office in late 
September 1981. DOE recognizes the desirability of conducting 
and evaluating contractor and field office drills. Depending 
on the availability of resources, the Department is planning 
an enhanced program of large drills simulating a nuclear 
accident at each of its major installations. 

Chapter 4 "Additional Effort Needed to Ensure Safety of DOE's 
Older Nuclear Facilities" 

0 GAO stated at page 28 that although DOE began conducting 
safety analyses for existing facilities nearly 10 years ago, 
DOE has not established detailed program guidelines or 
timeframes for completion of these analyses, and as a result 
many facilities still have not been analyzed to determine 
what hazards exist. 
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In March 1979, DOE issued Order 5481.1, entitled "Safety 
Analysis and Review System," which established uniform w 
requirements for the preparation and review of safety analyses 
for DOE operations. In accordance with this order all new 
nuclear facilities completed in the last 10 years (e.g., 
the Savannah River (SRI and Los Alamos National Laboratory 
plutonium facilities, the tritium facility at Sandia- 
Livermore), those in construction (.e.g., Gas Centrifuge 
Enrichment Plant, Rocky Flats plutonium facility)., 
and those in the design state (e.g., Defense Waste Solidification 
Plant at Savannah River, Waste Isolation Pilot Plant) have 
had or will have a Safety Analysis and Review prior to 
operation. In each case, the Safety Analysis and Review has 
been in preparation since the inception of the respective 
projects. 

Target completion dates pursuant to the Order have been 
established by the field offices for a Safety Analysis and 
Review for each existing nonreactor nuclear facility. A 
Safety Analysis and Review as performed by DOE is an extremely 
thorough, detailed and costly procedure. As examples of the 
current Safety Analysis Review activities for existing 
facilities, approximately $2-3 million per year is being 
expended by the Oak Ridge Operations Office at the three 
Gaseous Diffusion Plants in an effort which is expected to 
extend over the next 3 years. At the Y-12 Plant there is a 
$5 million effort extending through FY 1987, and at Oak 
Ridse National Laboratory the effort amounts to $2 million 
thr&gh FY 1985. The Na&.onal Lead of Ohio 
to be finished in FY 1983 and AiResearch is 
$225 thousand review this year. 

review is expected 
completing a 

Each existing nuclear facility that has not had a completed 
Safety Analysis and Review has been subject to hazard analyses 
or evaluations conducted prior to startup and periodic 
surveillance and inspection efforts after startup. In 
addition, safety studies, evaluations, design reviews, etc. 
have been conducted to ensure that modifications, changes or 
operating problems are adequately understood and appropriate 
controls established. Thus, although safety analyses have 
not yet been completed for all existing nonreactor nuclear 
facilities, their safe operation has been assured by extensive 
reviews of the facilities, safety improvements, and an 
ongoing safety program for additional reviews and appropriate 
safety controls. 

0 The GAO report at page 31 alleges that DOE does 
not always eliminate or mitigate identified hazards. 
Improvements are continually being proposed for DOE nuclear 
facilities. These improvements may be the result of a newly 
prepared SAR, an improved safety concept, good safety practice, 
or any combination of these. A review of the record since 
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the Rocky Flats fire of May 1969 shows that DOE has expended 
significant funds for environment, safety, and health 
improvements. A major review program, the "Fire Safety 
and Adequacy of Operating Conditions" program, begun in 
1969, identified over $500 million in upgrading projects 
throughout ARC. By December 31, 1972, nearly $62 million of 
the $500 million in Line Item projects alone had been completed. 
In addit.ion, over $100 million has b'een expended for operating, 
capital equipment and general plant projects funds. The single 
largest project, Project 71-9, of this overall upgrading 
initiative included the construction of replacement plutonium 
facilities at Los Alamos National Laboratory and Rocky 
Flats. The fiscal year 1980 authorization by Congress of an 
additional $7 million brought the total for Project 71-9 
alone to $287 million. Furthermore, DOE's review of authorized 
Line Item projects identified nearly $80 million for industrial 
safety and fire protection upgrading in the last 5 budget 
years alone. 

In itwmmary, safety upgrading is a major and continuing 
program in all DOE operations and one that is conducted at a 
high level of expenditure. 

0 The GAO report found at page 33 that in some cases DOE 
safety personnel, both at Headquarters and in the field, 
lacked the technical expertise necessary to perform their 
duties. DOE does not agree that either Headquarters or 
field personnel to which this comment was directed lack the 
technical expertise necessary to perform their duties. 
Nevertheless, DOE recognizes the crucial importance of 
technical expertise in izhe safety area and is actively 
taking steps to enhance the quality of its safety expertise 
by, for example, emphasizing a high level of technical 
skills in filling the previously discussed 32 new safety 
positions recently allocated to the field offices. 

0 The GAO report at page 34 pointed to the plutonium 
processing facility at the Mound site at Miamisburg, Ohio, 
as an example of problems in the Safety Analysis and 
Review program. In this case the Safety Analysis and 
Review concluded that the plant could continue to operate 
without hazard to the employees, the public and the environment, 
except for the potential dispersing of plutonium oxide as a 
consequence of seismic and tornado events. The GAO report 
did not point out that, as a result, DOE relocated those 
processing operations having the potential for dispersion of 
plutonium oxide to new facilities at the Savannah River 
Operations and Los Alamos sites and closed the processing 
operation at Mound. The GAO report also incorrectly noted 
at page 34 that a $1.5 million project to upgrade the plutonium 
processing facility to resist tornadoes was not funded by 
DOE. Actually, the $1.5 million project was to relocate 
water towers that provide fire protection to part of the 
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Mound site, The water towers could have failed in the event 
of a tornado, and possibly have fallen on the plutonium 
processing facility, This particular upgrade project was 
authorized in fiscal year 1980. Although these towers no 
longer represent a hazardous situation with the relocation 
of the plutonium operation to Savannah River, the towers are 
still important for fire protection and are being rebuilt 
because of the tornado risk. 

Chapter 5 "Opportunities to Increase Reliability of Radiological 
Monitoring Program" 

_- 

0 The GAO report suggests at page 40 that DOE issue 
radiological monitoring oversight (appraisal) requirements 
for mandatory application to all DOE facilities. In fact, 
DOE Orders 5480.1 and 5482.1 already make basic monitoring 
and reporting requirements mandatory at all DOE facilities. 
These Orders are supplemented by detailed guidance in 
DOE/EP-0023, to ensure that all substantive aspects of basic 
Departmental requirements are addressed. 

Flexibility, purposefully built into the program, is necessary 
for the effective and efficient operation of DOE environmental 
programs because of the great variability in function and 
environmental setting of each DOE facility. Each facility 
is unique in regard to the types, quantities and forms of 
radionuclides that can be released to the environment. The 
characteristics of the receiving environments also vary from 
site to site. Such parameters uniquely determine the type, 
location, and frequency of sampling at each particular site. 
For example, in the case of domestic well monitoring, if a 
well is down-gradient and near a facility handling a highly 
mobile species such as tritium, sampling must be more 
frequent than if the well is near a facility handling a 
radionuclide that would move slowly in groundwater. Another 
important factor in determining intensity of environmental 
sampling is the indepth nature of monitoring programs at 
DOE sites. That is, DOE facility effluents are monitored 
prior to and during their release to identify problems long 
before they can accumulate to measurable levels in offsite 
environmental media. Each point of release is assigned an 
operating limit which if exceeded would result in corrective 
action to prevent the release of unacceptable levels of 
radioactive materials to the snvircnment. Therefore, emphasis 
is placed on ensuring immediate and reliable detection of 
radioactive materials in the effluents as well as in envircnmental 
media. 

Overall, DOE believes that it has an effective environmental 
monitoring program, but recognizes the need for diligence 
in ensuring reliability and quality in sample collection, 
analysis, evaluation, and reporting. 
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0 The GAO report suggests at page 40 that DOE develop 
a coordinated system whereby radiological monitoring data 
supplied by operating contractors is verified with data 
from State or local government agencies with monitoring 
capability. The use of State and local environmental data 
to verify DOE contractor monitoring results is one of the 
means that frequently are used by contractor and field 
office staff to check the correctness of contractor generated 
environmental data. DOE believes, however, that it has 
established more effective and efficient means of assuring 
data quality and reliability, in that the DOE contractor 
radiological monitoring programs are far more extensive and 
sophisticated than the respective State and local programs 
and therefore provide greater statistical quality in the 
contractor data. Further, the assurance of quality in DOE 
contractor environmental monitoring is far more fundamental 
than the comparison of a few data points derived by an 
independent agency. Of greater importance to DOE are: 
contractor management sensitivity to Quality Assurance (QA) 
needs! qualified contractor personnel; adequate funding; the 
existence of a contractor QA program in support of the 
monitoring and analytical program; written procedures for 
monitoring, analysis and QA; a well designed monitoring 
program; high quality equipment and facilities for calibration, 
monitoring, sampling and analysis: internal periodic self 
audit and assessment; use of laboratory standards and inter- 
laboratory comparison services; independent overview (including 
appraisal) by DOE; and systems of records for the QA, internal 
audit and overview activities. 

It is important also to note that EPA, States, local 
jurisdictions, the press, and others routinely are provided 
copies of site environmental monitoring reports and have 
every opportunity to question any of the data reported. 

0 The GAO report notes at page 38 that substantive errors 
occurred in a 1979 report concerning monitoring data at the 
Pantex Plant. The errors cited in that report are regretted, 
but they proved to be inconsequential. The errors occurred 
not in the 1979 report, as stated by GAO, but in the 1977 
and 1978 reports. Dummy effluent data used to test a modeling 
program were inadvertently left in the program at the time 
the annual population dose was calculated for use in the 
site reports. As a result, the population dose was underestimated 
by a factor of ten. However, since the correct calculated 
dose was about 0.0001 percent of the permissible dose, 
either estimate of the population doses would have been 
inconsequential. 
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Chapter 6 "Changes in Safety and Health Oversight for DOE's 
hclear Facilities Can Xner~a.~;e Tnt%~$kndence-and UniformrYtT" 

g~0 Recammendation 

"Most of the problems noted during our review can be corrected 
by reorganizing DOE's safety and health program and by 
implementing specific corrective act-ion. One situation, 
however, does not appear to be correctable by these actions, 
but does seem to be more suited to a cooperative arrangement 
between NRC and DOE. In the past, DOE's efforts in ensuring 
the safety of its facilities have not been adequate. Of 
particular concern are those cases where safety analysis 
reviews have been conducted, but have failed to identify 
hazards which exist at the facility. A lack of technical 
expertise by DOE safety and health staff, acknowledged 
by DOE officials, may have contributed to the incompleteness 
of these reviews. As a result, we believe that consideration 
should be given for an independent technical review of DOE's 
safety analysis program for nuclear facilities. Although 
such a review will undoubtedly involve the commitment of 
additional staff and resources, we believe that the Congress 
should consider legislation to require NRC to review and 
evaluate a number and a variety of DOE's nuclear facilities 
and processes, including detailed review of plant operations, 
the contractors safety analysis methodology and report, 
and actions taken to mitigate hazards. This evaluation 
should also examine the adequacy of DOE's review of the 
safety analysis document. NRC should report to the Congress 
on the results of its review and evaluation within 1 year. 
Suggested legislative language to implement this program 
appears as appendix 1 to this report." 

DOE Comment 

In the brief discussion in the GAO report about possible 
disadvantages that would accompany an extension of NRC's 
regulatory authority to DOE facilities, it is accurately 
noted that NRC's role could well have an adverse impact on 
DOE's national security mission in that the number of people 
with access to classified/restricted data information and 
nuclear weapons data would increase substantially. Not 
sufficiently noted, however, is the high cost in effort and 
dollars that DOE believes would be routinely imposed as a 
consequence of any such NRC role, a cost that in DOE's opinion 
would not provide compensating substantial benefit. Also, 
the GAO did not note the fact that the NRC capability resides 
essentially in one area, light water commercial power reactors, 
and that the NRC lacks expertise in the technology associated 
with DOE production nuclear reactors and operations. Given 
this limited NRC technical expertise, it is unclear how NRC 
involvement would improve the safety of DOE's nuclear 
facilities or enhance the public perception of the safety of 
these facilities. 
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It must be understood that NRC has an arms-length relationship 
with its licensees and can only require actions for which 
there is authority under law. DOE, on the other hand, has 
a very tight control over the actions of contractors at its 
facilities. Many of these facilities have unique functions 
or specific military requirements. These facilities are 
government-owned; they are operated in accordance with 
government direction; and their overall level of safety is 
in accordance with funding actions taken by the Executive 
Branch and the Congress. In the past, substantial funds 
have been spent to upgrade facilities and to, build new plants, 
such as the plutonium buildings at Rocky Flats and Los 
Alamos, which are in the forefront of protective design. 
Indeed, DOE provides NRC with data and expertise in developing 
its standards. In short, DOE is not just another nuclear 
operator but rather is a key element of the government's 
program to ensure the proper development and safe operation 
of nuclear power. Moreover, nuclear safety is a concern to 
which DOE's top management, including the Secretary, Deputy 
Secretary, and Under Secretary are all deeply committed. 
Indeed, the Secretary of Energy recently identified DOE's 
defense programs, including the safety aspects of those 

T' 
as DOE's top priority. DOE has both the competence 

and t e control necessary to make sure that the government- 
owned plants are operated safely, and its record compares 
favorably with any other segment of the industrial sector, 
including that regulated by NRC. Therefore, DOE sees little 
that would be accomplished by an NRC review of the DOE 
safety analysis program, and the attendant cost of such 
review would be very high. 

(301581.) 
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